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Dysphagia is a remarkably prevalent disorder in the elderly. Both age-related changes in swallowing
physiology and age-related diseases are predisposing factors for dysphagia in the elderly. Dysphagia
aortica is a rare etiology of dysphagia resulting from extrinsic compression of the esophagus by an
aneurysm or by a tortuous and elongated thoracic aorta. Clinical ﬁndings of dysphagia aortica resemble
those of esophageal malignancy or esophageal motility disorders. Dysphagia aortica not related to an
aneurysm is usually observed in the elderly, especially in female patients with hypertensive cardiomy-
opathy or kyphosis. However, dysphagia aortica may occur in the aging population without underlying
aneurysm or kyphosis. Here, we report three cases of nonaneurysmatic dysphagia aortica and review the
literature to report the diagnostic approach and treatments used for this condition. Dysphagia aortica
should be considered in the differential diagnosis of dysphagia, especially in the growing elderly pop-
ulation with cardiovascular disease or hypertension.
Copyright © 2016, Taiwan Society of Geriatric Emergency & Critical Care Medicine. Published by Elsevier
Taiwan LLC. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/
licenses/by-nc-nd/4.0/).1. Introduction
Dysphagia is the subjective awareness of difﬁculty in swallow-
ing. Patients often complain of the sensation of food sticking in
their throat or chest. Age-related changes in swallowing function
and age-related diseases are predisposing factors for dysphagia in
the elderly. Dysphagia may occur because of mechanical, neuro-
muscular, or functional conditions1. Dysphagia with solids and
liquids is suggestive of a motility problem. Dysphagia that occurs
mainly with solids, and only rarely with liquids, suggests a me-
chanical obstruction with luminal compression. Patients with
esophageal cancer tend to be older men and have progressive
weight loss. Careful history taking is critical in elucidating the
origin of dysphagia and for determining the best way to manage
this distressing condition.re that they have no conﬂicts
of Gastroenterology, Depart-
ital, Number 92, Section 2,
hen).
tric Emergency & Critical Care Med
es/by-nc-nd/4.0/).An unusual mechanical cause of dysphagia is dysphagia aortica,
which is caused by extrinsic compression of the esophagus by the
aorta, and results in progressive intolerance to solids and concomi-
tant weight loss. Patients may be able to force food through the
esophagus via Valsalva maneuver. Close questioning of the patient
may reveal a recent change in preference for soft foods. This condi-
tionwasﬁrst describedby Pape2 in 1932 and is classically observed in
the elderly with a history of hypertension, atherosclerotic aortic
changes,3,4 and kyphotic degenerative changes of the spine5.
Esophageal compression by an aneurysm is the most common
cause of dysphagia aortica. Nonaneurysmal aortic dysphagia is
usually observed in the elderly, especially in hypertensive women
with cardiomyopathy and degenerative osteopathy5,6. We report
three patients diagnosed with dysphagia aortica who presented
with various clinical symptoms.
2. Case Reports
2.1. Case 1
A 78-year-old woman visited our clinic owing to postprandial
abdominal fullness and progressive dysphagia to solids foricine. Published by Elsevier Taiwan LLC. This is an open access article under the CC
Figure 1. Chest radiography showed aortic calciﬁcation, tortuosity of the descending
aorta, and enlargement of the right atrium (arrow).
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ical history included chronic viral hepatitis B, chronic renal fail-
ure, and congestive heart failure, which were all followed
regularly and controlled with medication. Hematological andFigure 2. (A) Chest computed tomography showed thoracolumbar scoliosis, and aortic arch
showed an intramural hematoma over the upper esophagus due to previous food impacti
lumen. EGD ¼ esophagogastroduodenoscopy.biochemical investigations revealed only mild anemia (hemo-
globin level: 9.0 g/dL). Esophagogastroduodenoscopy (EGD)
showed external compression of the middle esophagus. Chest
radiography showed aortic calciﬁcation, tortuosity of the
descending aorta, and enlargement of the right atrium (Figure 1).
Despite treatment with prokinetic agents, her symptoms per-
sisted. She was diagnosed with dysphagia aortica. She continued
to complain of easy satiety, nausea, and poor appetite with a poor
performance, and was bedridden. One year after the diagnosis of
dysphagia aortica, she developed aspiration pneumonia compli-
cated by progressive impairment of renal function and acute
congestive heart failure. The patient died from renal failure and
acute pulmonary edema.2.2. Case 2
A 63-year-old woman with a 10-year history of hypertension
controlled by medication visited our emergency department owing
to an episode of foreign body impaction. Chest radiography showed
thoracolumbar scoliosis and tortuosity of the descending aorta. Her
chest computed tomography showed thoracolumbar scoliosis, and
aortic arch and descending aorta arthrosclerosis compressing into
the adjacent esophagus (Figure 2A). There was no evidence of
disruption of the aortic wall or extravasation of contrast media into
the esophageal lumen. EGD showed an intramural hematoma over
the upper esophagus due to previous food impaction (Figure 2B).
After treatment with sucralfate gel, EGD showed narrowing of the
middle esophageal lumen (Figure 2C) and resolution of the intra-
mural hematoma after 2 weeks. After modifying her diet and
increasing the frequency of taking in small meals, dysphagia
resolved.and descending aorta arthrosclerosis compressing into the adjacent esophagus. (B) EGD
on. (C) Two weeks after treatment, EGD showed narrowing of the middle esophageal
Y.-H. Chan et al.542.3. Case 3
A 72-year-old man with a history of smoking visited our
department complaining of a poor appetite and abdominal full-
ness for a few weeks. He denied changes in his bowel move-
ments, and a fecal occult blood test was negative. EGD showed
narrowing of the lower esophageal lumen due to external
compression. Chest radiography showed tortuosity of the
descending aorta and atherosclerotic changes in the thoracic
aorta, with left ventricular enlargement (Figure 3A). The patient's
esophagram revealed a smooth indentation (approximate length,
4 cm) on the right lateral wall of the lower esophagus immedi-
ately above the esophagogastric junction, which was compatible
with external compression (Figure 3B). As the patient did not
have severe dysphagia or weight loss, conservative management
was initiated.
3. Discussion
Complaints of dysphagia are common, especially in the elderly.
Approximately 7e10% adults aged >50 years have dysphagia,
although this number may be underestimated because some pa-
tients never seek medical care for the problem6,7. The esophagus
begins on the right side of the thoracic aorta and then descends and
crosses the aorta anteriorly in the lower third of the posterior
mediastinum. EGD ﬁndings of our three patients revealed external
compression of the middle-to-lower esophagus by the tortuous
aorta, which pushed the esophagus anterolateral to the crural
slings of the diaphragm. Some cases present with pulsations from
the great vessels.
There is no single standard diagnostic tool for dysphagia aortica.
When dysphagia aortica is suspected on endoscopy, additional
diagnostic procedures, including radiologic or manometric studies,
are required8,9. A barium esophagram can be helpful in the diag-
nosis, however, lateral and oblique views may be necessary.Figure 3. (A) Chest radiography showed tortuosity of the descending aorta and atherosc
Esophagram revealed a smooth indentation (approximate length, 4 cm) on the right lateral w
compatible with external compression (arrow).Esophageal manometry may reveal a localized high-pressure bar-
rier with disordered motility.
Standard chest radiography could reveal an enlarged aortic arch
and a tortuous dilated aorta. The chest radiograph of our ﬁrst case
revealed aortic calciﬁcation and tortuosity of the aorta, whereas in
the second case, we found thoracolumbar scoliosis. In the third
case, the chest radiography showed tortuosity of the descending
aorta and atherosclerosis of the thoracic aorta. Chest computed
tomography may show tortuosity of the descending thoracic aorta
with atherosclerotic changes and esophageal compression by the
aorta. Computed tomography appears to be a useful diagnostic tool
for identifying vascular structures or congenital abnormality.
However, the ﬁndings of dysphagia aortica can be atypical.
Radiographic ﬁndings are often inconclusive because a dilated,
tortuous thoracic aorta is frequently encountered in elderly pa-
tients. False-negative results may be commonly obtained on
esophagography, and classical features on manometry may also
suggest that dysphagia aortica occurs in normal aging patients.
Taken together, the lack of sensitivity and speciﬁcity of the usual
diagnostic tests makes it difﬁcult to conﬁrm the diagnosis of
dysphagia aortica.
The treatment of dysphagia aortica depends on the severity of
symptoms. Patients with mild dysphagia symptoms should be
treated conservatively, and their symptoms often improve with diet
modiﬁcations (e.g., avoiding lying down immediately after taking
drugs or food, eating small but frequent meals, and chewing well)
and treatment of underlying diseases, such as heart failure or hy-
pertension. Somepatientswithmore severe symptomsmay respond
to surgery, such as transposition of the distal esophagus, separation
of the esophagus from the aorta, and repair of the aneurysm. Finally,
in patients who are not surgical candidates, insertion of a percuta-
neous endoscopic gastrostomy tube is an alternative option. Esoph-
ageal dilationwithbougieshas beenattempted ina small case study9.
The use of a self-expandable metal stent in the esophagus has been
reported, however, it may migrate quickly10.lerotic changes in the thoracic aorta, with left ventricular enlargement (arrow). (B)
all of the lower esophagus immediately above the esophagogastric junction, which was
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to disease-progressive and persistent dysphagia, the ﬁrst patient
developed nutrition deﬁciency and aspiration pneumonia 1 year
after the diagnosis of dysphagia aortica. Finally, the patient died
from renal failure and acute pulmonary edema. The other two pa-
tients improved their symptoms with diet modiﬁcation and treat-
ment of their underlying diseases, such as heart failure or
hypertension. Dysphagia aortica is a rare cause of dysphagia. The
clinical ﬁndings of dysphagia aortica are similiar regarding their
etiologies. Dysphagia aortica not related to an aneurysm is usually
observed in the elderly. This disease should be considered in the
differential diagnosis of dysphagia, especially in the growing
elderly population with cardiovascular disease or hypertension.
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